catenin is variable but specific [4] .
Surgical treatment is the technique of choice. It is necessary to perform a wide resection in order to decrease the recurrence rates. There is no consensus in determining how wide the excision margins must be in the resection as it is difficult to differentiate tumor tissue from healthy tissue [2] . Some authors suggest making the margin at least 2-3 cm wide [1] . These tumors present a high rate of recurrence (between 15% and 77%) [2, 3] , particularly in cases where resection with wide margins is difficult, such as facial tumors. The use of postoperative radiotherapy is beneficial in the case of these tumors. The total recommended dose is 50-60 Gy [5] . Some published series show the usefulness of chemotherapeutic treatments in order to achieve a reduction in the tumor size. Some of these treatments are vincristine, methotrexate, doxorubicin, or imatinib [2] . Due to the fact that desmoid tumors have estrogen receptors, the possibility of associating hormonal therapy with tamoxifen for the treatment of these tumors has been raised [3] .
In conclusion, the extra-abdominal desmoid tumor is a rare benign tumor that presents itself as an aggressive fibrosis of the musculoaponeurotic tissue. The treatment of choice is wide-margin surgical resection. In order to avoid recurrence, there are other forms of treatment, such as radiotherapy, chemotherapy, and hormonal therapy. A 38-year-old female visited our department with a one-year history of a palpable mass in her upper outer quadrant of the right breast. She was otherwise well, and did not have other symptoms such as nipple discharge or skin changes. She did not complain any neurologic symptoms at all. She also denied past trauma and other specific medical history. Physical examination revealed that the right upper outer quadrant of her breast was more prominent than the left (Fig. 1) . When she contracted her pectoralis major muscle, more bulging of the right upper breast was observed (Fig. 2) . Chest computed tomography (CT) scan showed a huge mass beneath the right pectoralis major muscle, compatible with a lipoma (Fig. 3) . The patient underwent complete surgical excision using a transaxillary approach under general anesthesia. We found a mass with thin capsule beneath the pectoralis major muscle. After submuscular dissection assisted by endoscope, a lipoma measuring 14 cm × 8 cm in size was removed, and the weight of the mass was 216 g (Fig. 4) . The patient recovered uneventfully, and histologic analysis revealed mature adipocytes with delicate cellular membranes and small, indistinct nuclei without evidence of malignancy or lipoblasts, consistent with the diagnosis of a lipoma. After two months of follow up, the patient was very pleased with the results and we could restore the breast symmetry (Fig. 5) .
A Giant Subpectoral Lipoma
Lipomas, one of the most frequently encountered benign mesenchymal tumors, are composed of mature fat tissue and commonly found in the superficial subcutaneous tissues of the extremities and trunk. Rarely, they can arise in the oral cavity, pharynx, larynx, and parotid gland [2] .
Lipomas are usually benign, well circumscribed, and covered by a thin capsule, appearing in almost every region of the body, with a prevalence of 2.1 per 1,000 people. They are typically encountered in patients between 50 and 70 years of age and are more common in the obese. Trauma can be a cause of lipomas; post-traumatic lipomas are a poorly recognized and investigated entity [3] .
The breast is a common site for this pathology; however, the tumors tend to be small and asymptomatic. A review of the literature showed that a large number of lipomas are small, weighing only a few grams. Very large tumors are observed infrequently, but tumors weighing up to 200 g have occasionally Fig. 2 . Preoperative appearance. When she contracted her pectoralis major muscle, more bulging of the mass was observed.
Fig. 3.
Preoperative chest computed tomography (CT) scan. Chest CT showed a huge mass with sharply defined margin and homogenous fat density beneath the right pectoralis major muscle (white arrow). been reported. In cases of giant lipomas, a different diagnosis must be made with liposarcoma that is usually closely related to the size of the tumor. The main aim in diagnosis of giant lipomas should be to rule out malignancy. A lipoma may occasionally be found within muscle or between muscles. However, by Pubmed search, we found only a few cases of subpectoral lipoma removed with surgery. And, reports of a giant lipoma beneath the pectoralis major muscle are very rare, only two cases of giant subpectoral lipoma have been reported [4, 5] .
Most lipomas are subcutaneous and require no imaging evaluation. When deep/large/unusual in location, these tumors can be identified and localized by CT or magnetic resonance imaging scan. Radiolucency and poor vascularization are characteristics of a lipoma on plain radiography. A lipoma appears as a sharply defined, homogenous fat density mass on CT scan. In our case, findings on CT scan led to radiological diagnosis of a submuscular lipoma under pectoralis major muscle, prior to the excision and histopathological confirmation of the diagnosis.
Treatment of lipomas is complete surgical excision. Incomplete excision may lead to recurrence.
In conclusion, we report a case of a giant subpectoral lipoma, which is very rarely presented. Using a transaxillary approach and endoscope, we were able to remove the entire lipoma beneath the pectoralis major muscle, and the patient recovered well and did not have recurrence for four years.
Fig. 4.
Dissecting under the muscle with assistance of endoscope, a lipoma measuring 14 cm × 8 cm in size was removed, and the weight of the mass was 216 g.
Fig. 5.
Photo at postoperative two months shows improved chest wall symmetry.
